In 1794, Bayford described the post-mortem findings of a woman with life-long dysphagia who eventually died of starvation, caused by oesophageal obstruction.' At post-mortem a right subclavian artery was identified passing aberrantly from a left-sided aortic arch behind the oesophagus, causing the woman's dysphagia. Dr Bayford referred to this extraordinary disposition ofthe right subclavian artery as, lusus nature or sport of nature. Since then the term 'dysphagia lusoria' has been used to refer to all aortic root anomalies causing oesophageal dysphagia. cardiac catheterisation confirmed the right sided aortic arch and also a diverticulum, at the origin of an aberrant left subclavian artery, indenting the oesophagus. To further define the anatomy a magnetic resonance scan (MR) was performed (Fig 2 and Fig 3) which demonstrates the aberrant vessel and the diverticulum.
Surgery was deemed inappropriate given the mild symptoms and a conservative approach was adopted.
DISCUSSION
Developmental anomalies of the aortic arch and its major branches are relatively common representing 3% in post mortem series,4 but they are usually asymptomatic. Aortic arch anomalies become symptomatic when they completely 'ring' the trachea and oesophagus or when coincident congenital heart defects occur. Symptomatic aortic arch anomalies clinically present in a bimodal fashion. The trachea is compressible during infancy and these patients therefore typically present with respiratory symptoms: stridor, wheezing, cyanosis, or recurrent pneumonia when solid foods are introduced.S In adults, as the trachea is rigid, the oesophagus is more likely to be compressed, resulting in dysphagia.
During embryologic development the aortic arch begins as a duplicated system. As normal embryologic development continues, the right arch atrophies beyond the origin of the right common carotid and subclavian arteries. In 70% of the population the right subclavian and right common carotid merge to form the right innominate artery, the first branch of the normal left arch. In our patient the right arch persisted during embryologic development, while the left arch became vestigial between the origin of the left common carotid and left subclavian arteries. The diverticulum which develops from a vestigial remnant of the distal, embryologic left arch and gives off an aberrant left subclavian artery has come to be known as the diverticulum of Kommerell. A persistent right aortic arch with a diverticulum of Kommerell and aberrant left subclavian artery is an uncommon anomaly, estimated to occur in 1 in 1000 individuals. To actually see attributable symptoms associated with this anomaly is rare, as the ring that is formed, is generally loose.6 Importantly, 5% of patients with this aortic root anomaly will have an associated congenital heart defect and 2% of patients with tetralogy of F allot will have this aortic arch abnormality. Echocardiography in this patient revealed no such abnormality. The diagnosis ofdysphagia lusoria can be elusive. It is not uncommon for patients to undergo repeated investigations for dysphagia that are unrevealing.7 In cases where dysphagia lusoria is undiagnosed, patients have commonly been prescribed sedatives and tranquillisers for a presumed psychosomatic cause oftheir dysphagia. The upper gastrointestinal barium study is an excellent method for the evaluation of dysphagia lusoria, but the diagnosis can easily be missed if the high thoracic oesophagus is not carefully examined, and if lateral or oblique projections of the oesophagus are not obtained. Endoscopy has the advantage of excluding other potential causes of dysphagia but it has been reported that it has a false negative rate of up to 50% in patients with dysphagia lusoria. 
